Vascular ectasias, which can be classified as angiodysplasias and arteriovenous malformations (AVMs), accounts for approximately 3% of lower gastrointestinal bleeding. Typically, colonic AVMs are solitary, large, and flat or elevated red lesions on endoscopy. We present an interesting case of a polypoid ulcerated AVM in the transverse colon causing symptomatic anemia, which was resected endoscopically with a resolution of symptoms. Polypoid colonic AVMs are rather rare with only 15 other cases described in the literature. This case highlights the approach to endoscopic management of these lesions.
INTRODUCTION
Gastrointestinal (GI) bleeding from the colon is a common reason for clinic visits and hospitalizations. Vascular ectasias accounts for about 3% of lower GI bleeding. Vascular ectasias can be classified into angiodysplasias and arteriovenous malformations (AVMs), which are abnormal shunts between arteries and veins without a capillary bed. 1 Although AVMs are typically thought of as flat lesions, there are rare cases of polypoid AVMs, which are commonly mistaken for inflammatory fibroid polyps or atheroemboliassociated polyps. 2 We describe an interesting case of an incidentally found polypoid ulcerated AVM in the transverse colon, which was successfully endoscopically resected.
CASE REPORT
A 65-year-old man with a significant medical history of HIV infection, end-stage renal disease, hepatitis C, and coronary artery disease was evaluated in a gastroenterology clinic for symptomatic anemia and screened for colon cancer as part of prerenal transplant evaluation. He had a colonoscopy 15 years ago for age-appropriate cancer screening, which was reportedly normal. He denied any personal or family history of colonic polyps or colon cancer. During his consultation appointment, he reported several episodes of hematochezia over the last few months which he thought were secondary to hemorrhoidal bleeding. His laboratory results from a month before the visit were notable for hemoglobin 12.4 g/dL with mean corpuscular volume 101.0. The colonoscopy revealed a 2.5-cm ulcerated, semipedunculated mass in the proximal transverse colon (Figure 1 ). The mass was biopsied and tattooed distally. There was brisk oozing noted after the biopsy; the site was injected with dilute epinephrine and hemostasis was achieved. Pathology of the mass showed colonic mucosa with vascular ectasia, fibrin thrombi, and overlying severely inflamed hyperplastic epithelium.
The pathology results were discussed with the pathologist and thought to be consistent with a hyperplastic or inflammatory polyp. He was admitted to the observation unit after his colonoscopy for postoperative monitoring. His laboratory tests were notable for hemoglobin 5.9 g/dL, which improved to 7.2 g/dL after 2 units of packed red blood cells. After discharge, he followed up with colorectal surgery and a decision was made to pursue endoscopic resection of the mass. He continued to have anemia after his initial colonoscopy with hemoglobin 9.0 g/dL 2 months later. He did not report any further episodes of hematochezia, but his anemia was thought to be secondary to slow bleed from the unresected mass. Repeat colonoscopy showed a slow oozing 25-mL polypoid lesion in the proximal transverse colon. A through-the-scope ultrasound probe was advanced to the lesion which revealed a hyperechoic mucosal mass with an intact muscularis propria (Figure 2 ). The lesion was injected with dilute methylene blue solution and resected en bloc using forced coagulation current. After the mass was successfully removed, slow oozing was noted and the area was injected with epinephrine for hemostasis. The resection site was closed with the placement of 3 hemostatic clips. The pathology was significant for a polypoid fragment of inflamed colonic mucosa and submucosa with vascular ectasia in the submucosa, consistent with AVMs ( Figure 3) . The patient's hemoglobin improved from 8.2 g/dL to 13.0 g/dL 8 weeks after removal of the AVM. He did not report any further episodes of hematochezia or dizziness after removal of the lesion.
DISCUSSION
AVMs are a common cause of lower GI bleeding. Unlike other vascular abnormalities, AVMs can be found in all age groups, rather than just the elderly population. 2 Typically, AVMs appear as bright red, flat lesions on colonoscopy. 3 AVMs are usually solitary, are not restricted to the right side of the colon, and are larger. 2 The pathophysiology of these lesions is not well defined, but intermittent, low-grade obstruction of the submucosal veins penetrating the muscularis is thought to lead to the development of these arteriovenous communications. 4 The most common chief concern in patients with colonic AVMs is hematochezia (56%); however, 25% of the lesions are asymptomatic and diagnosed on screening colonoscopy. 2 AVMs can be classified into 3 types: type 1 AVMs are solitary, localized lesions of the right side of the colon and are typically seen in older patients, type 2 AVMs are thought to be congenital in nature and are typically larger lesions seen in the small intestine and can be a source of obscure GI bleeding, and type 3 AVMs are punctate angiomas that commonly cause GI hemorrhage. 5 To our knowledge, there have only been 15 other cases describing polypoid appearing AVMs in the literature. It has been suggested that polypoid AVMs should be in a separate classification from the 3 established types because these lesions can cause significant bleeding and the endoscopic management requires a different approach. 3 Typically, histology is not required in diagnosing AVMs; however, polypoid AVMs can be difficult to accurately identify on initial endoscopic examination, as in our case. These lesions should be considered when an unusual, stalk-like lesion is visualized endoscopically without an apparent polyp. 6 Of the 15 described cases, 14 were treated endoscopically. 3, 6, 7 Only one case of polypoid AVM required surgical resection because of AVM causing intussusception. 8 In 11 of the cases, hematochezia or iron deficiency anemia resolved after resection. The remaining 4 cases did not have evidence of bleeding before resection but were instead found incidentally on screening colonoscopy. Endoscopists need to be aware of the different types and presentations of AVMs, as resection inherently involves higher risk of bleeding but is still warranted given their high propensity to cause GI bleeding. 
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